close, though this should be performed early before the bladder capacity becomes too diminished. The presence of an infective lesion in the upper urinary tract may keep up the sepsis in the bladder, and in addition. bring about a second complication, namely encrustation. Tube encrustation and blockage is more likely to occur with expandedended catheters, and for this reason a change to the plain type of catheter is advisable during the post-operative period as soon as a track is established. In such cases of neglected after-care the possibility of the development of infective lesions in any part of the urogenital tract should always be in mind, particularly epididymo-orchitis and pyonephrosis, the latter occasionally requiring temporary nephrostomy for its relief before natural drainage can be restored by bladder lavage.
Traumatic lesions affecting the urinary tract and demanding early cystotomy include injuries of the spinal cord, as well as of the bladder or urethra, and it should not be forgotten that such may co-exist, as this may affect the continuance of suprapubic drainage. Diagnosis of rupture is frequently difficult, and the suppression of urine associated with shock may give rise to false surmises. The picture may be more confused when, following an intraperitoneal injury, the patient has been able to get into an upright position, allowing blood to gravitate towards the pelvis, giving signs of lower peritoneal irritation. The combination of blood-stained urine drawn off by catheter with increasing swelling above the symphysis in association with a pelvic injury may be brought about by contusion without actual rupture. Exploration should, therefore, be carried out circumspectly, as the bladder may be difficult to find if lying collapsed in the traumatized area.
A mid-line vertical incision is always best, even though extension may be required, to deal with a further suspected intraperitoneal injury. In this respect a bloodv discoloration of the exposed peritoneum does not necessarily indicate intraperitoneal bleeding, but it is safer to look and see. Drainage of the perivesical tissues is the urgent need in purely extraperitoneal ruptures, but in all cases, especially with inaccessible tears, drainage of the bladder itself is desirable if circumstances permit, while with intraperitoneal rupture formal cystotomy drainage after closure of the rent and peritoneum is safer than relying on an in-dwelling catheter. In ruptures complicated bv pelvic injury bladder drainage should again be as high as possible since sequestration may otherwise lead to a persistent fistula low over the pubis. Such treatment will also apply to open wounds of the bladder, and in cases where there is much loss of tissue affecting the anterior part of the bladder every attempt should be made to separate what remains of the bladder from the under-surface of the symphvsis to prevent subsequent adhesion.
Rupture of the urethra requiring cystotomy drainage needs no essential modification of this procedure, apart from the fact that complete diversion of the urinary stream in penile ruptures is difficult to obtain without establishing suction drainage. Occasionally it may prove difficult of performance as in one of my cases in which a man sustained a compound rupture of the penile urethra from the dorsum in combination with severe laceration of the suprapubic region by a bomb fragment. In this case it was felt that .any further disturbance of the prevesical tissues might prejudice the vitality of the remaining portion of his penis, and urethrotomy drainage was established temporarily with satisfactory results. Technique.-The Labat (1930) technique of paravertebral injection of the lumbar sympathetic chain seems the easiest because of anatomical landmarks. The lumbar spines are readily felt with the patient lying prone or on his side. From a point 3 cm. lateral to each spine, an 8 to 10 cm. needle is passed verticallv until contact is made with the transverse process, usually 3 to 4 cm. below the skin. The needle is then redirected 10 degrees inwards over the upper edge of the transverse process and pushed on until contact with the vertebral body is made. The needle does not have to be in contact with the sympathetic chain as the rami communicantes come posteriorly from the ganglia and the 5 c.c. of procaine injected at L2, 3 and 4 diffuse rapidly. Effect as shown by increased temperature, absence of sweating and loss of pain should appear soon after the injection. In a group of thirty procaine injections, I have seen no undesirable sequelac. Skin temperatures may be measured by a thermocouple or a sensitive skin thermometer. By testing change in claudication, temperature and pain after lumbar procaine block, the final effect of sympathectomy can then be closely estimated.
Clinical cases.-Lumbar sympathectomy has been performed on seven cases, three having a bilateral one-stage operation. The average age was 60. All the patients had severe intermittent claudication without gangrene. All patients had absent pulsations in the popliteal, posterior tibial and dorsalis pedis arteries. The Wassermann reactions were negative, urine specimens showed no sugar, and calcification was present in the affected limbs of each case. Four of the seven cases had previous medical therapy consisting of intermittent venous occlusion, serum, or both. All patients had a pre-operative lumbar procaine block and responded with a satisfactory temperature response in the leg and foot. One patient with bilateral severe claudication was not improved in any way. The remaining six patients have been greatly improved, can now walk considerable distances without pain, and are again at work. As the first sympathectomy was done less than a year ago, it is far too early to conclude a result. One cannot hope to cure these patients, and they must realize that frequent rest and walking slowlv are prerequisites of their continued improvement. S1!MMARY Patients with arteriosclerotic endarteritis do have considerable vasospasm associated with the disease process. This can be adequately demonstrated by lumbar procaine block and the resulting temperature and claudication change in the limb. Contrary to previous thought, there would seem to be a group who can be greatly benefited by sympathectomy.
'T'he fact that sympathectomy has achieved good results after the failure of medical treatment would suggest that we have an additional therapeutic measure for the treatment of these unfortunate cases.
